IDAHO DEPARTMENT OF

HEALTH « WELFARE

C.L."BUTCH" OTTER - Governor DEBBY RANSOM, RN, RH.LT - Chief
RICHARD M. ARMSTRONG - Direclor

Baise, Idaho 83720-0036
PHONE: (208) 334.6626
FAX: (208) 364-1688
E-mail: fsb@dhw.idaho.gov

June 23, 2010

FerrenWeeks, Administrator
Yellowstone Group Home #3 Hoopes
560 West Sunnyside

Idaho Falls, Idaho 83401

RE:

Yellowstone Group Home #3 Hoopes, Provider #13G065

Dear Mr. Weeks:

This is to advise you of the findings of the Medicaid/Licensure Fire Life Safety Survey, which

was concluded at Yellowstone Group Home #3 Hoopes, on June 15, 2010.

Enclosed is a Statement of Deficiencies/Plan of Correction, Form CMS-2567, listing Medicaid
deficiencies and a similar form listing State licensure deficiencies. In the spaces provided on the
right side of each sheet, please provide a Plan of Correction. It is important that your Plan of

Correction address each deficiency in the following manner:

1.

What corrective action(s) will be accomplished for those individuals found to
have been affected by the deficient practice;

How you will identify other individuals having the potential to be affected by the
same deficient practice and what corrective action(s) will be taken;

What measures will be put in place or what systemic change you will make to
ensure that the deficient practice does not recur;

How the corrective action(s) will be monitored to ensure the deficient practice
will not recur, i.e., what quality assurance program will be put into place; and,

. Include dates when corrective action will be completed. 42 CFR 488.28 states

ordinarily a provider is expected to take the steps needed to achieve compliance
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within 60 days of being notified of the deficiencies. Please keep this in mind
when preparing your plan of correction. For corrective actions which require
construction, competitive bidding, or other issues beyond the control of the
facility, additional time may be granted.

Sign and date the form(s) in the space provided at the bottom of the first page.

After you have completed your Plan of Correction, return the original to this office by
July 6, 2010, and keep a copy for your records.

Thank you for the courtesies extended to us during our visit. If you have any questions, please
call or write this office at (208) 334-6626.

Sincerely,

TAYLOR BARKLEY
Health Facility Surveyor
Fire Life Safety & Construction Program

TB/

Enclosure
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DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED

CENERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES (X1) PROVIDER/SUPPLIER/CLIA {2 MULTIPLE CONSTRUCTION X3) DATE SURVEY

AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING o COMPLETELD
13G065 B WING 06/15/2010

NAME QOF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE

YELLOWSTONE GROUP HOME #3 (HOOPES) 1949 HOOPES
IDAHOC FALLS, ID 83404

(X4 ID SUMMARY STATEMENT OF DEFICIENCIES IC PROVIDER'S PLAN OF CORRECTION {45)
PREFIX (EACH DEFIGIENCY MUST BE PRECEEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHQULL BE COMPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATICN) TAG GROSS-REFERENCED TO THE APPROPRIATE
! DEFCIENCY)
K 000! INITIAL COMMENTS K 000

i The facility is a single story .type V(000)

construction. Itis a fully sprinklered 13-D syslem | P W i, 7
with Quick Respanse sprinkler heads and has a - g
complete fire alarm/smoke detection system. [ M ﬂ/z

The home was bailt on April 10, 1988 and
currently licensed for 6 ICF/MR beds.

The following deficiencies were cited at the above
facility during the annual Fire/Life Safety survey
conducted on Jung 15, 2010. The facility was
surveyed under the LIFE SAFETY CODE, 2000
Edition, Chapter 33, Existing Residential Board
and Care QOccupancies, adopted 11 March, 2003,
In accordance with 42 CFR 483.470.

The annual fireflife safety survey was conducted .
! by:

. Taylor Barkley
Heaith Facility Surveyor
Facility Fire Safety and Construction

KD046 483.470()(1)(f) LIFE SAFETY CODE K046
STANDARD

Ultilities comply with Section 9.1,  32.2.51,
33.2.51

. This Standard is not met as evidenced by:
Based on observation it was determined that the
facility failed to ensure {hat utilities complied with
Section 8.1. The facility had a census of six
clients on the day of the survey.

[XB)DATE

LABORATORY DIRECTOR'S OR PROVIDERISUPPLIER REPRESE?TATIVE'S SIGNATURE

2

Any deficiency staternent endingiiwvith an asterisk (g!enotes a deficiency which the institufion may be excused from correcting providing it is determined that
other safaguards provide sufficient prolection o the patients. (See instructions,) Except for nursing homes;, the findings stated above are disclosable 80 days
following the date of survey whether ot not a plan of correction is provided. For nursing homes, the abave findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited. an approved plan of comection is requisite 1o continued
program participation.
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Printed: 06/22/2010
FORM APPRQVED
OMB NO. 0938-0381

STATEMENT

OF DEFICIENCIES {X1} PROVIDERISUPPLIER/CLIA

AND PLAN OF CORRECTION IDENTIFICATION NUMEBER:

136066

(X2) MULTIPLE CONSTRUCTION (X2} DATE SURVEY
A. BUILDING

B, WING

az COMPLETED

06/15/2010

NAME OF PROVIDER CGR SUPPLIER
YELLOWSTONE GROUP HOME #3 {HOOPES)

STREET ADDRESS. CITY, STATE, ZIP CODE

1949 HOOPES
IDAHO FALLS, ID 83404

(X4) 1D
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

1D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION {¥5)
{EACH CORRECTIVE ACTION SHOULD BE CoNPLETION

CROSS-REFERENCED TQ THE APPROPRIATE €
DEFICIENCY)

K0046

Continued From page 1

Findings include:

1. During the facility tour on June 15, 2010 at

10:41 AM, ohservation of the garage revealed a
multiple electrical adapter in use. Findings were

. noted by the Surveyor and the Facility

Maintenance Manager. This deficiency affected
all staff and clients present an the day of the
survey.

2. During the facility tour on June 15, 2010 at

10:47 AM, observation of the living room revealed
an extension cord that was plugged into a
powerstrip behind the television. Findings were
noted by the Surveyor and the Facility
Maintenance Manager. This deficiency affected
all staff and clients present on the day of the
survey.

Actual NFPA Standard

2000 NFPA 101
9.1.2 Electric.

- Electrical wiring and equipment shall be in

accordance with NFPA 70, National Electrical
Code,

NFPA 70 Section 400

400-B. Uses Not Permitted

Unless specifically perrnitted in Section 400-7,
flexible cords and cables shall not be used for the
following:

1. As a substitute for the fixed wiring of a
structure

2. Where run through holes in walls, structural

- ceilings suspended ceilings, dropped ceilings, cr

floars

3. Where run through doorways, windows, or
similar openings

4. Where attached to building surfaces

K0048
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Frinted: 06/22/2010
FORM APPROVED
OMB NO. D938-0391

STATEMENT OF DEFICIENCIES
AND PLAN OF CORRECTION

(X1} PROVIDER/SUPPLIER/CLIA
IDENTIFICATION NUMBER:

13G065

(X2) MULTIPLE CONSTRUCTION

A, BUILDING
8. WING

(X3) DATE SURVEY

02 COMPLETED

06/15/2010

NAME OF PROVIDER GR SUPPLIER
YELLOWSTCNE GROUP HOME #3 (HOOPES)

STREET ADDRESS, CITY, STATE, ZIP CODE

1949 HOOPES
IDAHO FALLS, ID 83404

x4) ID
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEEDED BY FULL
REGULATORY OR LSC IDENTIFYING INFORMATION)

D
PREFIX
TAG

PROVIDER'S PLAN OF CORRECTION (¥%5)
COMPLETION
ATE

(EACH CORRECTIVE ACTION SHOULD BE

CROSS-REFERENCED TO THE APPRCPRIATE

DEFICIENCY)

K0046

K0154

Continued From page 2
Exception; Flexible cord and cable shall be
permitted fo be attached to building surfaces in

. accordance with the provisions of Section 364-8.

5. Where concealed behind building walls,
structural ceilings, suspended ceilings, dropped
ceilings, or floors

6. Where installed in raceways, except as
otherwise permitted in this Code

483.470()({1)ti) LIFE SAFETY CODE
STANDARD

Where a reguired automatic sprinkler system is
out of service for more than 4 hours in a 24-hour
period, the authority having junisdiction shall be
nolified, and the building shail be evacuated oran
approved fire watch system be provided for all
parties left unprotected by the shutdown until the
sprinkier system has been returned to service.
9.7.6.1

This Standard is not met as evidenced by:
Based on record review it was determined that
the facility did not have a fire watch policy for the
facility in the event of a sprinkler system failure.

: The facility had a census of six clients on the day

of the survey.

The findings include:

, During record review of the facility's emergency

plans on June 15, 2010 at 10;45 AM, it was
determined that the facility did not have a fire
watch policy in the facility. Findings were noted by
the Surveyor and the Facility Maintenance
Manager. This deficiency affected all staff and
clients present on the day of the survey.

Ko04B

KD154
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DERARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVIGES
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Prinled: 06/22/2010
FORM APPROVED
OMB NO. 0938-0391

YELLOWSTONE GROUP HOME #3 {HOOPES) 1948 HOCPES

STATEMENT OF DEFICIENCIES (X7) PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION . {X3 DATE SURVEY
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: COMPLETED
A. BUILDING 02
136065 B. WING 06/15/2010
NAME OF PROVIDER OR SUPFPLIER STREET ADDRESS, CITY, STATE. ZIP CODE

IDAHOQ FALLS, 1D 83404

xdyio | SUMMARY STATEMENT OF DEFICIENCIES D
PREFIX - (EACH DEFICIENGY MUST BE PRECEEDED BY FULL PREFIX
TAG . REGULATORY OR LSC IDENTIFYING INFORMATION) TAG

PROVIDER'S PLAN QF CORRECTION (X5)
(EACH CORRECTIVE ACTION SHOULD BE COMDF‘;-TEE'ION

CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENGY)}

K0154| Continued From page 3 KO154

KO155 483.470(j){1)({) LIFE SAFETY CQDE Ko188
STANDARD

Where & required fire alarm system is out of
service for more than 4 hours in a 24-hour period,
i the authority having jurisdiction shall be notified,
and the building shail be evacuated or an
approved fire

watch shall be provided for all parties left
unprotected by the shutdown until the fire alarm
system has been returned to service. 9.6.1.8

This Standard is not met as evidenced by:
Based on record review it was determined that
the facility did not have a fire watch policy for the
tacility in the event of a fire alarm system failure,
The facility had a census of six clients on the day
of the survey.

The findings in¢lude:

During recerd review of the facility's emergency
plans an June 15, 2010 at 10:45 AM, it was
determined thal the facility did not have a fire
watch policy in the facility. Findings were noted by
the Surveyor and the Facility Mainienance
Manager. This deficiency affected all staff and
cllents present on the day of the survey.

FORM CMB5-2567(02-3%) Previous Versions Obsolete
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Bureau of Facility Standards

2086220224

p.15

PRINTED: 06/22/2010
FORM APPROVED

STATEMENT OF DEFICIENCIES [X1} PROVIDER/SUPPLIER/CLIA
AND PLAN OF CORRECTION

IDENTIFICATION NUMEER:

13G065

{X2) MULTIPLE CONSTRUCTION

A BUILDING
B. WING

02

(X3} DATE SURVEY
COMPLETED

06/15/2010

NAME OF PROVIDER OR SUPPLIER
YELLOWSTONE GROUP HOME #3 (HOOPES)

STREET ADDRESS, CITY. STATE, ZIP CODE

1949 HOOPES
IDAHO FALLS, ID 93404

(X4) 1O
PREFIX
TAG

SUMMARY STATEMENT OF DEFICIENCIES
(EACH DEFICIENCY MUST BE PRECEDEOD BY FULL
REGULATORY OR L5C IDENTIFYING INFORMATION)

i0
PREFIX
TAG

%

PROVIDER'S PLAN OF CORRECTION {%5)
{EACH CORRECTIVE ACTION SHOULD BE COMPLETE
CROSS-REFERENCED TO THE APPROPRIATE DATE

DEFICIENCY)

M DDD

MM309 -

16.03.11 [nital Comments

. The facility is a single story type V(000)

construction. [tis a fully sprinklered 13-D system
with Quick Response sprinkler heads and has a
cornplete fire alarm/smoke detection system,
The home was built on April 10, 1998 and
currently licensed for 6 ICF/MR beds.

The following deficlencies were cited at the

. above facility during the annual Fire/Life Safety

survey conducted on June 15, 2010. The facility
was surveyed under the LIFE SAFETY CODE,
1976 Edition, " Lodging and Rooming Houses ™
contained in Chapter 11, " Lodging and Rooming
House Occupancies " and applicable provisions
of Chapters 01 through 07, Chapter 17 and
Appendices A and B of the Life Safety Code,
Impractical Evacuation Capability In accordance
with IDAPA 16,03.11.

The annual fireflife safety survey was conducted
by:

Taylor Barkley
Health Facility Surveyor
Facility Fire Safety and Construction

16.03.11.110 Fire and Life Safety Standards

Buildings on the premises used as facilities must
meet all the requirements of local, state and
national codes concerning fire and life safety

standards that are applicable to ICF/MR facilities.

This Rule is not met as evidenced by:
Refer to federal deficiencies listed on the CMS

2567 form.

1. KO154 Fire watch policy for sprinkler system
failure,

:
1

' M 000

MM309
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Jul08 10 02:26p Yellowstone Group Homes
PRINTED: 06/22/2010
FORM APPROVED
Bureau of "acility Standards
STATEMENT OF DEFICIENCIES {1} PROVIDER/SUPPLIER/CLIA (X231 MULTIPLE CONSTRUCTION (%3) DATE SURVEY
AND PLAN OF CORRECTION IBENTIFICATION NUMBER: COMPLETED
A BUILDING 0z
B. WING
13GD65 06/15/2010 .
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE, ZIP CODE
YELLOWSTONE GROUPF HOME #3 [HOOPES) 1949 HOOPES
IDAHQ FALLS, ID 83404
(X41 1D SUNMMARY STATEMENT OF DEFICIENCIES ID PROVIGER'S PLAN OF GORRECTION (X5)
PREFIX (BACH DEFIGIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TG THE APPROPRIATE DATE
_ DEFICIENCY)
MM308 Continued From Page 1 . MM309 !
2. KO155 Fire watch policy for fire alarm systemn
failure.
3. K048 Multiple electrical adapter and extension
' cord.
STATE FORM Cmiee E6KN21 I continumtion shest 2 of 2
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Fire Life Safety gction 7/6/2010

Home #3 Hoopeswﬁ@ Ly _&7/ é

K0046

The multiple wiring adapter has been removed. To assure that this deficiency doesn't
reoccur a policy will be writien regarding multiple adapters and extension cords. .
Responsible party is Ferren Weeks, Regional Administrator and will be completed by
7/10/2010. All staff will be in serviced on the policy and a copy will be placed in each
homes Work Safety Manual. All staff will also be in serviced on the Work Safety
Manual, its location in each home, and added to our Employee Orientation Packet.
Checking for improper use of these items will be added to the datly night shift
cleaning/responsibilities log. ’

Responsible person will be each Home Administrator to be completed by July 30th 2010

K0154

A fire watch policy has been developed and implemented in the event either system
becomes inoperable as stated in life safety standards K0154 and KO155. Responsible
party is Ferren Weeks, Regional Administrator and will be completed by 7/10/2010.

Currently when either system is in trouble or there is false alarm the maintenance person
is to be notified immediately and if the maintenance person is unreachable then the
Regional Administrator will be contacted. The maintenance person is 1o then:

1. Notify the Regional Administrator. {If maintenance person is unavailable the Regional
Administrator will designate an employee to:)

2. Go to the location or direct the home staff how to correct the problem.

3. If unable to correct, our contract services will be contacted to correct the problem.

4. If unable to correct with in 4 hours then the fire watch policy will be implemented.

A copy of the Fire Watch Policies and Procedures will be provided to the Bureau. All

staff will be in serviced on the policy and a copy will be placed in each homes Work

Safety Manual. All staff will also be in serviced on the Work Safety Manual, its location

in each home, and added to our Employee Orientation Packet.

Responsible person will be each Home Admiuistrator to be completed by July 30th 2010.

K0155- Please refer to K0154

MM309(1 & 2) Please refer to K0154

MM309 (#3) Please refer to K0046
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